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Introduction 
Health is a human right regardless of religion, politics, belief, 

attitudes and socioeconomic status [1]. WHO declares that health is the 
interactive relationship between human beings and their surrounding 
environment to maintain the physical, mental and psychological 
wellness of the individuals and their communities [2]. This means 
that health consists of complex and multidimensional factors [3-5]. 
Where the socioeconomic and cultural components and their outputs 
like religion, behaviour, beliefs, attitudes, and the political framework 
affect the health of the individual [6-24]. And so, it is necessary to 
work on improving the environment which incubates these factors to 
improve health [25]. Therefore, WHO established a commission for 
the social determinants of health in 2005 and have released a report in 
2008 declaring that socioeconomic factors besides the health systems 
and policies play a role in shaping the health status of the public at local 
and global levels [26,27].

Moreover, many studies have supported that the childhood phase 
will affect the health of the individual and society in advanced age 
[28-31]. For example, in the USA, if people who have a low education 
level has graduated from universities, mortality rates would have been 
reduced with an annual saving of $1.007 trillion [32]. İn the same 
field, the integral role of family, school, workplace and government 
will help in improving and qualifying health [33]. On the global space, 
WHO mutually is reinforced by member countries in various fields 
to improve the health of the public [34] as the aim of health systems 
chiefly is restoring, saving and developing health [35]. As proof of 
that, the wealth of any state in the world is related to educational level, 
experiment, qualified energy, health and the political options of the 
state [36]. Besides health care accessibility for the citizens [37]. From 
this point, WHO pays a tremendous effort to offer health for all [38] by 

focusing policies and programs on the causes of health inequalities in 
and among the countries [32]. Health inequalities constitute from multi-
dimensional factors [39] which widen the gap between advantaged and 
disadvantaged groups [40,41] but it is unnecessary and can be avoided 
[42,43] by developing life conditions [32,44] and socioeconomic policy 
guidance toward health [45], in other words, health in all policies [46]. 

Many countries, such as (United States of America [43,47,48], 
United Nations [27], Canada [49], Norway [46], Finland [50], Brazil 
[51], European Union [52] and Turkey [53]) strive to improve the 
health of their own people and reduce health disparities. For example, 
one of the basic principles of public health in Turkey is the holistic 
approach to health [53]. The health status of people in Turkey was 
promoted significantly in recent years. This can be connected to the 
success of health care reform under the title “People are First” Health 
Transformation Program. Turkey’s government works on improving 
the efficiency and quality of the healthcare sector by restructuring 
the Ministry of Health and strengthening the Health system policies, 
planning and control [54]. As a result, the gap between per capita 
health expenditures for different occupational groups has been 
narrowed over the time due to the equalization of the benefits package 
for all [55]. As well as health outcomes, responsiveness and fair pricing 
issues have achieved important results at the level of European Union 
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member states and European Economic Cooperation and Development 
Organization countries [56]. 

While in Palestine, the other side of this study, one of the key 
determinants of health is the political situation which affects human 
rights and justice. There are deep inequalities of power and wealth 
between the Palestinians and Israelis, the latter, imposes control on 
many aspects of daily life. Palestinians have lower socioeconomic 
conditions corresponding to a lower quality of life [57]. Thus, it creates 
gaps in health outcomes among Palestinians themselves [58]. Israel 
exerts a stress on Palestinians by imposing restrictions, which interfere 
in their daily lives and increasing economic difficulties. As a result, 
Palestinians suffer from social stress and pain [59]. So, the Palestinians 
have to work on unifying the efforts of civil society, the Ministry of 
Health and Social Affairs to eliminate these negative outcomes [60]. 
In addition to a Palestinian health care system which has passed a 
critical “transition” period. As, when the system fails to find sufficient 
financial resources to carry out social and economic reforms, how can 
this system spend more on health care? [61].

The studies appear to be of growing interest in the social 
determinants of health [62]. In Turkey, significant improvements 
have been made in the field of health, but the researchers have not 
revealed what are the individual beliefs and attitudes regarding the 
social determinants of health. In Palestine, there is little control over 
the social determinants of health [57]. In this study, the researchers 
will discuss the same religious and similar cultural elements, but with 
different socioeconomic and political structures in both countries, 
as issues concerning Palestine’s development in socio-cultural and 
religious terms begin to become apparent in the modern world once 
the Turkish Empire had moved into the region [63]. As the Palestinian 
question occupies a central place in the Turkish policy towards the 
Middle East, the recently adopted Turkish attitude typifies Turkey’s new 
policy agenda in the region [64]. Turkey believes that the daily life of the 
Palestinians has to be improved as an ethical and humanitarian mission 
for the whole international community [65]. 

For geographical and cultural rapprochement which the researchers 
have discussed earlier between Turkey and Palestine, many attitudes, 
beliefs and behaviours related to health, may be considered similar. 
Beliefs are the experiences that daily life makes us gain, and shape our 
way of existence [66]. Beliefs can also be defined as “a web of continuous 
feelings composed of individuals’ perceptions and descriptions of their 
own inner worlds” [67]. Therefore, the changes in the environment may 
affect on long-held traditional beliefs and as a result, health outcomes. 
Attitudes, are the tendencies which cannot be observed, but which is 
assumed to lead to certain behaviours [68]. According to Alport, an 
attitude is “the state of an individual being ready to display angry or 
rational behaviour which forms a leading or active power on responses 
to all objects” [69]. According to Dougless et al. (1995), attitudes similar 
as well as to beliefs cannot be assumed to be static as both can be affected 
by the environment [24].

A comparative study on beliefs and attitudes of the citizens has 
been surveyed in both countries: Palestine and Turkey regarding 
determinants of health to examine the social factors that affect the 
health of citizens in both countries. In other words, the aim of this 
study is to know; Turkish and Palestinian citizens’ beliefs and attitudes 
towards the factors affecting health. And if these beliefs and attitudes 
differ according to the; gender, age, educational level, income, health 
status, BMI (Body Mass Index) and political views. The researchers 
aimed to test whether there is a difference between beliefs and attitudes 
of Turkish society and Palestinian society about the social determinant 
of health or not.

Sample and Method

This research was conducted by the descriptive survey model. 
Because the Likert-type scale technique is most commonly used 
in applied social science research [70], a questionnaire form was 
distributed as a public opinion survey earlier in Wisconsin and the 
United States [71] and adjusted for the study in Turkey and Palestine.

The questionnaire developed by the leading authors was composed 
of three parts. Part one contained questions about the participants’ 
demographic structure (gender, age, place of residence, level of 
education, income, health status and political views). Part two contained 
23 statements which helped to identify the determinants of health. 
The participants responded to the questions according to their beliefs 
and attitudes and graded the situations described in the statements 
according to how much these factors affected the participants’ health 
(grading was between 0 and 10). Part three included 13 statements 
about improving health, and the participants were asked to grade them 
according to their influence on improving health. The participants 
answered them according to their beliefs and attitudes (grading was 
between 0 and 10) 0 (no response or feeling), 10 (high response). 

To represent both areas for more accurate comparison, two 
cities were selected. One represented Turkey (Ankara) and the other 
Palestine (Nablus). In the two cities where the research was conducted, 
the residential census of Ankara was 5,045,083 in 2013; whereas, of 
Nablus was 336,380. The total number of questionnaires distributed 
in both geographic regions was 4,100 questionnaires. Based on 
population ratios, the biggest portion of the sample was from Ankara 
2,600 questionnaires, and 1,500 questionnaires were in Nablus. The 
researchers had received 60.4% from Ankara (1570 survey) and 78% 
from Nablus (1171 survey). Populations of both cities were classified 
according to gender, age, education, health and income. To make it 
easier, the researchers received help from the Turkish and Palestinian 
Statistical Institute. Surveys were distributed between July 2013 and 
March 2014 with assistance from the Justice and Development Party, 
municipalities, private and public company directors, the Palestinian 
Embassy in Ankara, Gazi University professors, the Labor and Social 
Security Ministry, the Ministry of Health and public institutions. The 
obtained data were entered into SPSS 18.0. During the analysis of 
data, frequency distributions and descriptive analysis were made for 
sociodemographic characteristics, chi-square test for the comparison 
groups according to their scores. To further examine the results, a t-test, 
as well as a two-way variance analysis were used by the two independent 
groups. To measure the reliability of the developed instrument, a 
reliability analysis revealed an alpha value for the statements concerning 
the participants’ views on the most important factors affecting the 
health, resulting in a strong reliability calculated value of 0.966.

Demographic description of the study sample

The distribution of the socio-demographic characteristics of the 
respondents in the study was 42.7% of the individuals lived in Palestine, 
while 57.3% lived in Turkey. 50.7% of respondents were females and 
49.3% were males. 41.3% of respondents were of secondary education 
level, those who had diploma were 14.6% and those who had a 
bachelor and higher education level respondents were 44.1%. The study 
respondents who were aged ≤ 35 years old were 54.8%, while 45.2% 
were ≥ 36 years. According to the income level of the respondents, it 
was 50.9% as between 320.51-960.57 US dollars, whereas, 23.7% were 
≤ 320.19 US dollars. The Job description of the participants; 24.6% of 
respondents were officers, 15.3% housewives, 16.1% workers, 15.1% 
students and 4.5% were unemployed. The respondents’ political views 
were; 27.6% moderate, 25.8% conservative, social democrat 12.7% and 
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8.6% of the respondents were nationalists and the political views of 
3.3% of the respondents were liberal. While talking about the value of 
BMI of the study respondents, 48.8% were having normal BMI value, 
33.6% were overweight, 13.9% were obese. Finally, the health status 
descriptions, 69.1% of the participants were in a good health condition, 
while 25.1% declared that they have a very good health.

There was a census conducted by the Turkish Statistical Institute 
from 29. 01. 2014, the number of people living in Turkey on December 
31st, 2013 was 76,667,864. The proportion of the male and female 
population was 50%: 50% [72]. Gross domestic products per person 
increased more than 3 times in 2013 compared to 2002 and climbed up 
to $10.782 from $3.492. The rate of unemployment in May 2014 was 
8.8%, while the rate of seasonally adjusted unemployment was about 
9.5%. According to data coming from the World Bank (2012), Turkey 
was the country with the fifth biggest workforce after Russia, Germany, 
England and France [73]. On the other side, according to the statements 
made by Ula Awad, the President of Statistical Institute on December 
2013, 5.9 million Palestinians lived in Palestinian lands at the end of 
the year 2013. According to the data, there were 103.3 men per 100 
women [74]. The report announced by the Palestinian Statistics Bureau, 
gross domestic product was 6.8 billion dollars and the workforce was 
1.1 million people in 2013. The rate of unemployment was 23.4% [75]. 

The median age in Turkey was 30.4 in 2013. While the proportion 
of the population in the working age group between 15-64 age was 
67.7%, besides, the ratio of the population aged 65 and over has also 
increased to 7.7% [72]. The distribution of the population, according 
to educational level in Turkey over 15 years old was; 5% illiterate, 7% 
could read and write but did not finish school, 28% were primary 
school graduates, primary education diploma was 21% and 5% 
secondary school or balanced school graduates, 22% high school or 
balanced school graduates. The ratio of college or faculty, graduates was 
11%, a high graduate degree was 1%, and doctorate degrees numbered 
122.619 [76]. On the other side, in Palestine, the ratio of those who were 
undergraduate and above education was 12,1% and those who did not 
complete any education stages was 9,4% [77]. Life expectancy for men 
per women in Palestine was 71.5:74.4 [78]. In Turkey was 75.3 for men 
and 80.7 years for women [79].

The Turkish Nutrition and Health Research 2010 data showed 
that 34.6% were overweight and 30.3% obese, according to the BMI 
of individuals aged 19 years and over [80]. While the distribution of 
general health status of individuals in 2012 was found to be between 
very good/good 70.7% [81]. And here the researchers may note similar 
interest of the two communities in education and health depending 
on the statistics mentioned above, despite the different situation of 
the Turkish State and its prestigious situation in the world versus the 
critical economic and political conditions of Palestine. This marks the 
serious interest of the Palestinians in education. Thus, it raised the level 
of health and related social determinants.

Results 
Tables 1 and 2 show the participants’ beliefs and attitudes scoring 

about 23 factors which were presented to have a potential effect on 
their health status. Respondents were asked to make ratings from (0 to 10) 
whereas 0 is for “no impact” and 10 “has a very strong influence” on 
health. While 8-10 values were considered to have a strong impact, 
and the results were summarized accordingly. To reduce the effects of 
bias, factors were randomly selected. The results were assessed as full 
samples and sub-samples according to gender, education level, income, 
health status, body mass index, and political opinion. 

Table 1 shows beliefs and attitudes of the Turkish respondents 
regarding factors affecting health. In the beliefs and attitudes of the 
Turkish participants that the most powerful five influencing factors on 
their health were; smoking (83.2%), stress (78.8%), access to proper 
health care services (65.7%), environmental conditions like healthy 
food and exercise (64%) and the genetic makeup of the parents (60%), 
respectively. 

Even upon the sub-groups; gender, age, income, health status, body 
mass index and the political views, beliefs and attitudes had the same 
arrangement in the top five ranking factors that affect health strongly. 
In this table, the square analysis according to the gender distribution 
showed statistically significant differences in smoking, access to 
appropriate health care, stress, health information, healthy food and 
environmental conditions, physical environment, health, insurance, 
level of social support, genetic structure of parents, personal health 
practices, community safety, housing quality, race/ethnicity and ego 
satisfying in the beliefs and attitudes of Turkish respondents regarding 
factors influencing their health. 

By chi-square analysis of the age distributions, there was a 
statistically significant difference in the community safety, education, 
job description and freedom in beliefs and attitudes of Turkish citizens 
about factors affecting health. In the same table, the political opinion 
of the individuals from Turkey sharing in the analysis conducted 
on beliefs and attitudes on the impact of the social factors on health 
showed statistically significant differences in smoking, personal 
physical environment, health insurance, income, education, type of the 
job, religious belief/spirituality, political stability, freedom, and the ego 
to satisfy.

Secondary educated level Turkish respondents believed that the 
social factors have higher scores in affecting health rather than directly 
health related factors. For example, religious belief/spirituality, race/
ethnicity, political stability and community safety were affecting the 
health of the secondary educated level of Turkish respondents with a 
rate of 49.7%, 26.3%, 31.1% and 46.8%, respectively, while in the beliefs 
and attitudes of the highly educated Turkish respondents these factors 
were affecting their health with a rate of 35.5%, 18.7%, 23% and 42.4% 
respectively.

Turkish respondents who have an income level ≥ 963.33 US dollars 
believed that smoking and stress affect their health with a rate of 83.4% 
and 81.5%, respectively, while those whose have 320.19 US or less 
dollars income level respondents believed that these factors affect their 
health with a rate of 79.9% and 74.3% respectively. In addition, there 
was a statistically significant difference when the chi-square test of the 
income level of Turkish respondents was analysed within environmental 
conditions for healthy food and exercise, social support, genetic 
structure of parents, religious belief or spirituality, political stability and 
ego satisfying in the beliefs and attitudes of the respondents regarding 
factors affecting health. 

Again, Turkish respondents who self-reported very good health 
status had believed that the amount of social support affects their 
health with a rate of 46.1% and working 47.4%, while bad health, self-
reported respondents believed that social support and work affect 
their health with a rate of 63.3% and 71.2% respectively. According to 
BMI value, Turkish respondents who have BMI value <18.5 believed 
that personal health practices affect their health with a rate of 38.2%, 
whereas the respondents with 18.5-24 BMI value believed that personal 
health practices affect their health with a rate of 56.1% and there was 
a statistically significant difference between BMI value and personal 
health practices, social support, the genetic makeup, political stability 
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and ego satisfying according to the attitudes of Turkish respondents 
regarding factors affecting health.

As shown in Table 2, the strongest of the five factors that Palestinian 
participants believed to have a powerful influence on their health 
status were; quality housing (69.3%), income (68.1%), smoking (68%), 
education (66.9%), stress (65.6%) and freedom (65.4%). And it is 
interesting to note here, that ranking the top five most important factors 
was affecting powerfully the health of the Palestinian participants 
in all subgroups like gender, education, income, health status, BMI, 
and political views in the same order as full samples, excluding 
age determinants, as the Palestinians live under the same political 
conditions while those who are at an age 35 are more vulnerable to 
repression by Israeli soldiers. As a result of the chi-square test, there 
was a statistically significant difference between ages distribution and 
socially supported, housing quality, political stability and ego-satisfying 
factors which affect health (p<0.05).

The Palestinians study participants’ beliefs and attitudes about the 
health determinant factors showed that the amount of social support, 
housing quality, political stability, status and ego satisfying according to 
the age factor was statistically significant (p<0.05) by the distribution of 
chi-square analysis test. 

According to the educational attainment; the personal health 
practices, access to health care, stress, health information, income, 
housing quality, type of job and genetics statistically significant 
differences were recorded (p<0.05). For example, graduated and post 
graduated Palestinian citizens believed that housing quality affects 
health with a rate of 73.3%, but citizens with the secondary education 
level believed this factor affect their health with a rate of 65.5%. Low and 
high-income level citizens believed that housing quality affects their 
health strongly without a statistically significant difference between 
the two levels. In the same line, highly educated citizens believed that 
income level affects the health at a higher rate more than secondary 
educated people with a statistically significant difference, while the low 
and high-income level Palestinian respondents believed that income 
influences their health at the same level due to the political situation 
which affects everyone in Palestine.

When reading the findings related to the income variable; the 
personal health practices, the social support, where a person lives, 
religious belief and spirituality factor were found to be statistically 
significant (p<0.05) with the income variable as social determinants of 
health. For example, Palestinian participants who have income >963.33 
US dollars believed that their health status was affected by the personal 
health practices with a rate of 69.7%, whereas the ones who have the 
income level ≤ 321.11 US dollars recorded a rate of 59%. For the income 
variable, Palestinian participants who have an income of ≥ 963.33 US 
dollars believed that their health status is affected by the social support 
with a rate of 51.1%, while the ones who have an income level of ≤ 321.11 
US dollars with a rate of 60.8%. 

When it comes to the Palestinian participants’ beliefs and attitudes, 
there was a statistically significant difference at (P<0.05) between self-
reported health status and the social support, the genetic structure and 
the race/ethnicity. For instance, Palestinian participants who have very 
good health believed that the genetic structure and race/ethnicity were 
affecting their health with a rate of 50.8% & 27.2%, respectively, unlike 
those who have bad health status and believed that the same factors 
affect their health with a rate of 66.0%, 40% respectively. Very good and 
bad health citizens believed that religion affects their health with a rate 
of 55.3% and 53.2%, respectively, which is explained by the concept of 
destiny, punishment and reward from God. 

When analyzing gender, the Palestinian women believed that 
directly and indirectly, health-related factors affect their health higher 
than the men’s rating. For example, Palestinian women believed that 
smoking and housing quality affect their health with a rate of 71.1%, 
75.6%, respectively, but men’s believed about these factors with a rate of 
64.6% and 62.6% respectively. 

Finally, Political views play an important role as a social determinant 
of health. the personal health practices, access to appropriate health 
care, stress, health insurance coverage, the genetic structure, income, 
social security, housing quality, education, occupation type, place of 
residence and freedom factors according to the Palestinian participants’ 
political views showed a statistically significant difference (p<0.05).

Tables 3 and 4 showed Participants beliefs and attitudes scoring 
about 13 factors which were presented to have a potential effect on their 
health promotion. In this part of the study respondents were asked to 
make ratings from (0 to 10) has “no impact” and 10 “ has a very strong 
influence” on health promotion. While 8-10 values were considered 
to have a strong impact and results were summarized accordingly. 
To reduce the effects of bias, factors were randomly selected. Then 
the results were assessed as full samples and sub-samples to gender, 
education level, income, health status, and political opinion.

Table 3 reviewed the Turkish participant’s beliefs and attitudes 
towards the measures that played an important role in their health 
promotion. The respondents indicated that 80.6% cigarette use reduction, 
68.7% pollution reduction, 65.7% the house quality improvement, and 
63.8% poverty reduction were the strongest measurements of health 
promotion. When the distribution of square analysis according to sex 
respondents was examined, a statistically significant difference (p<0.05) 
in favour of women was revealed. 

In the same table, the distribution of square analysis according to the 
age of respondents’ views on measures to improve their health indicated 
that there was a statistically significant difference in unemployment 
reduction measures with age (p<0.05). Moreover, the distribution of 
square analysis according to respondent’s education status, Turkish 
participants believed that smoking reduction, more people’s health 
insured, reduction of poverty, violence and unemployment, increasing 
the level of education, developing networks, ego satisfaction and crisis 
management were a statistically significant difference (P<0.05) in their 
responses. 

As shown in Table 3 again a, statistically significant difference 
between the participants’ views about the measures that improve their 
health like smoking reduction, making more people health insured, 
ego satisfaction and crisis management with income determinants. 
For example, participants who have an income level ≥ 960.8 US dollars 
believed that smoking reduction improves their health with a rate of 
83.2% and ego satisfaction with a rate of 30.2%, while the participants 
who have an income level ≤ 320.2 US dollars recorded with a rate of 
75.3%, 42.8% respectively for the same measures. 

Again, the same research indicated that the Turkish participants 
whose age ≤ 35, believed that the unemployment reduction will 
improve health with a rate of 59.0%, but the respondents whose age ≥ 
35 with a rate of 64.1%. 

Statistically significant differences were shown according to 
participants’ health status determinants with the reducing smoking, 
unemployment, increasing the number of college-educated people, 
ego satisfaction, talent orientation programs and minimizing political 
and ideological conflict (p<0.05). For instance, the participants who 
declared that their health status is bad believed that the reduction of 
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unemployment and increasing the level of education will improve their 
health with a rate of 75.4% and 61.3%, respectively, but the participants 
with very good health status believed that the same measures will 
improve their health by 57.2% and 49.0%, respectively. 

Finally, before ending the discussion on the output of this table, 
the researchers wanted to highlight the political views of participants’ 
beliefs and attitudes about the measures which play an important role 
in health promotion. The study pointed out statistically significant 
differences between the participants’ political views within programs 
aimed at reducing poverty, increasing access to early childhood 
development programs, increasing the number of college-educated 
people, improving social assistance and social networks, increasing 
the quality of living spaces, ego satisfaction and talent orientation, 
and minimizing political and ideological conflicts (p<0.05). Whereas, 
conservative participants believed that the reduction of poverty 
improved their health with a rate of 57.9%, the Moderate, Liberal, 
Social Democrats and Nationalist views that the reduction of poverty 
played an important role in the health promotion with a rate of, 63.8, 
57.7, 77.7 and 68.1%, respectively, and those who have no idea with a 
rate of 63.3%.

Table 4 indicates that Palestinians believed that the reduction of 
poverty, unemployment, pollution and smoking, scored rates of 77.1%, 
75.6%, 73.2% and 72.9%, respectively, and these measures were the 
strongest ones that play a role in improving health in the Palestinians 
belief and attitude.

When the distributions of square analysis were tested, the 
Palestinian respondents belief and attitudes according to their gender 
determinants showed statistically significant differences in increasing 
access to early childhood development programs, reduction of violence 
and unemployment, increasing the number of people receiving tertiary 
education, social support and social networks, improving the quality 
of life (shelter), ego satisfaction and talent orientation and crisis 
management measures (p<0.05). Again, in Palestine, the respondents’ 
views showed statistically significant differences in answers according 
to age determinants with the measures including; poverty reduction, 
social support and the quality of life improvement and ego satisfaction 
(p<0.05). For instance, the respondents whose age were ≤ 35 believed 
that poverty and unemployment reduction play a crucial role in 
improving their health with a rate of 74.6%, 74.2% respectively. While 
the respondents whose ages are ≥ 36 recorded a rate of 80.1%, 77.3%, 
respectively, which in return reflects the awareness of Palestinian 
people whose ages were ≥ 36 years about social safety. Whereas, the 
distribution of square analysis according to educational level, the 
views of the Palestinians participants showed statistically significant 
differences in decreasing cigarette use as a measure to improve health 
(p<0.05). 

Again, in Table 4, a distribution of square analysis according to the 
participants’ income level and views on health promotion measures 
showed a statistically significant difference in the measure of preparing 

urgent plans to minimize the political and intellectual conflicts and 
reduction of violence (p<0.05) and their scores according to their 
income level that ≤ 320.19 US dollars were (75.4%, 68.5%) vs. those 
whose income level ≥ 960.89 US dollars (65.2%, 60.4%) respectively. 
In the same Table, Palestinians respondents who have bad health status 
gave the rate of 71.9% for the ego satisfaction as a measure to improve 
their health, while participants who have very good health recorded a 
rate of 60.0% for the same measure. 

Finally, when the views of the Palestinian on measures to 
improve the health were taken into consideration, the square analysis 
distribution according to political opinion was tested, differences in 
political views were found to be statistically significant in decreasing 
poverty, increasing access to early childhood development programs, 
reducing violence, and increasing the number of people receiving 
tertiary education measures (P<0.05). After highlighting the Tables 
1-4 precisely, the researchers have to answer the focal study question 
by showing the results of hypothesis which was tested in the study on 
the “Beliefs and Attitudes towards Health Determinants between Two 
Communities”, whereas the hypothesis was addressed as: 

H: There are differences in beliefs and attitudes towards health 
affecting factors and measures to improve health between the Turkish 
people and Palestinians.

As it is clear from Table 5, statistically significant differences were 
found between participants living in Turkey and those who are living in 
Palestine in terms of beliefs and attitudes towards factors affecting the 
health and measures needed to improve health (p<0.05). 

In this case, a hypothesis was accepted. It can be said that 
socioeconomic differences opportunities, the experience of financial 
problems financial problems and diseases are associated with attitudes 
towards health rather than with religious beliefs and shared historical 
culture as it is pointed out by Wardle and Steptoe (2003) [20] and this 
has been confirmed by this study. 

Discussion and Recommendation
The beliefs and attitudes of Palestinian and Turkish citizens who 

have the same common religion and similar cultures, but differ in an 
economic and political position necessarily reveal the role of biological, 
behavioural, psychological and well-being factors in determining the 
health status of the individual and the community in both countries. 

In terms of Turkey, it is a country in the Middle East that has an 
independent and prestigious position in the economic and political 
arena and has begun negotiations to join the European Union. It is 
not easy to compare it with Palestine, which is still under occupation 
for more than 66 years. However, the concept of a human being does 
not change according to its geographical position but may change 
according to the economic and political situation of the country and 
the needs and priorities of the human. Because of differences in the 
socioeconomic and political position of both countries, social health 
determinants should be studied. 

According to this research, both samples of the two communities, 
regardless of gender, age, education, family income, health status and 
political opinion, showed the most important factors that were believed 
to have very strong effects on health. Turkish citizens believed that 
smoking (83.2%), stress (78.8%), having access to the appropriate 
services (65.7%), exercise and healthy food (64%), and genetic 
(60.7%) from related medical factors that affect their health more than 
socioeconomic factors. 

Though, when analyzing Palestinian participants’ statements 

*p<0.05

Table 5: Beliefs and attitudes of citizens towards the factors affecting health 
and measures for improving the health according to the living place in Turkey or 
Palestine.

Country n Average Standard 
Deviation

T P

Factors affecting health Turkey 1569 1.5061 27028 -8.377 0.000*
Palestine 1171 1.5970 29413

Measures to improve 
health 

Turkey 1558 1.5624 32871 -8.949 0.000*
Palestine 1171 1.6752 32262
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on health determinants, it was found that the high frequencies were 
respectively: High-quality housing (69.3%), income (68.1%), smoking 
(68%), education (66.9%), stress (65.6%), and freedom (65.4%). The 
results showed that failure to meet housing (dwelling), education needs 
and freedom which were an essential need were included in health 
determinants in Palestine besides smoking and stress, this indicated that 
the most vulnerable people every time believe that the socioeconomic 
factors play an important role in affecting their health, and this result is 
pointed out by Robert and Booske [8]. Whereas, the measures that have 
a strong effect on improving health, according to Turks participants 
were 80.6%, reducing smoking, 68.7%, reducing pollution, 65.7% 
raising the quality of living quarters and 63.8% reducing poverty, on the 
other side, Palestinians participants said that: 77.1% reducing poverty, 
75.6% reducing unemployment, 73.2% reducing pollution, and 72.9% 
reducing smoking had strong effects on improving health. 

The responses of the participants to the factors influencing health 
and health promotion clearly reflect the social and political reality that 
participants are experiencing. According to Turkish citizens, social 
solidarity, social security, education, religion, race, political stability, 
freedom, ego factor and the reduction of conflict were affecting their 
health with a rate less than 50%. Whereas these measures affected 
the health of Palestinians with a rate more than 50%, excluding race. 
This study meets the WHO (2010) discussion paper on gender and 
health, [82] as the scores on factors influencing health and measures 
to improve health were clearly seen higher for women compared to 
male participants in considering the gender, age, education, family 
income, health status, body mass index and political opinion factors of 
participants, regardless of the country where the participants lived. The 
researchers thought that this is because of the fact that women regard 
psychological status, social, and political security as a building block for 
their life and these necessarily reflects their health. Regarding the 2010 
World Health Organization study, gender is the most important health 
determinant as gender inequality exposes women to health hazards. 
The physical and performance differences between women and men 
have been reflected in their behaviour and as a result, have affected 
health outcomes.

According to the results related to age and the factors affect the 
health of the population, statistically significant differences were found 
between age and work, social security, education, work type, religion 
and freedom of Turkish citizens. According to Palestinians from 
different age groups, statistically significant differences were found in 
scores related to social solidarity, quality of the house, political stability 
and freedom in affecting their health. The difference in responses 
between different ages with unemployment reduction, according to 
Turkish citizens, and the age with personal development, according to 
Palestinian respondents were statistically significant as a measure to 
improve health. These study results assure that the age is the important 
determinant of health because lifetime exposure to various risks and 
hazards will have a major influence on health in older ages. Although 
seniors are no longer in employment, their exposure to hazards at 
the workplace in earlier life has been shown to affect health and 
socioeconomic status in old age as they retire [83]. 

Turkish citizens who are middle educated believed that the rate 
of health insurance, social security, place of residence, religion, race, 
freedom, political stability affect their health with a rate higher than 
those highly educated believed. Palestinian respondents who have a 
middle education level believed that the health insurance and the race 
or ethnicity affect their health with a rate higher than that affecting those 
with higher education. From the point of view of Turkish citizens who 
have middle education level, reducing the violence and unemployment 

was an important factor in improving the health, but those with a low 
education level viewed the social and political security as a solution 
in the improvement of health. These days, the level of education is 
considered to be an essential social determinant of health as it is playing 
an important role in framing the well-being of physical and mental 
health and offering the opportunities of prestigious employment [84]. 

In this study, Turkish respondents whose level income was ≤ 320.19 
US dollars believe that making a plan to deal with emergency political 
conflict and ego satisfaction will improve their health with a rate which 
is more than those who have an income level of ≥ 960.89 US dollars. 
In the other side of this research, Palestinian respondents whose level 
income was ≤ 320.19 US dollars sharing the beliefs and attitude of 
Turkish respondents whose level income was ≤ 320.19 US dollars that 
the violence reduction and dealing with political conflict will improve 
their health with a rate of more than those who have an income level ≥ 
960.89 US dollars. 

In general, the controlling the life conditions will affect the 
health positively. as the shortage of resources, social support and 
communication cycle can lead to lessening health skills and behaviours 
such as unhealthy eating habits, smoking and alcohol abuse [85]. And 
this is not incompatible with the findings of WHO, that’s a very low 
income can impact negatively on health. As well as, facing financial and 
life stress over time may lead to health consequences such as immune 
and circulatory complications [86]. On the other side, those who have 
an adequate income and employment are likely to experience health 
outcomes that are less dependent on material needs and they have the 
control ability to take the decision which is suitable for facing their 
home and work problems [86,87]. The cultural pigments of society, the 
equal distribution of resources, social supportion, social networking 
and positive or negative childhood history can play an important role 
in framing the health of the individual and communities [87]. 

The respondents’ views on the factors that affect their health 
indicated that health status, psychological, social, political and 
economic challenges, were important in shaping their beliefs. When 
the researchers put the responses on the table for discussion, the effect 
of religion on the health of Turkish participants who expressed their 
health status as poor versus very well was 51.6%, versus 46.6%. While 
Palestinians who described their health as poor versus very good were 
declaring that the religion affects their health with a rate of 65.9% vs. 
52.6%, where Palestinians find consolation always in the religion because 
of the critical situation they live in. According to the results of the study, 
there were statistically significant differences between the body mass 
index for Turkish participants with; personal health behaviour, job 
presence, social solidarity, genetic factors, political stability and ego as 
health affecting factors. For Palestinians, those who have a body mass 
index equal to 30 believed that the personal behaviour, social security, 
financial security and political stability have more effect on their health 
than the rate of those who have a body mass index of 18.5 to 24.9. 

While the BMI correlates with body fat and a higher level of body 
fat may increase the risk of developing diseases. As BMI increases, the 
risk for some diseases increases [88,89]. According to political views, 
regardless of their gender, age, education, family income and health 
status, the nationalist participants in Turkey believed that health 
insurance, health experience, job, social solidarity, social security, race, 
political stability, freedom and ego affect their health with a rate more 
than the rate of those who have other political views. While Social 
Democrats are more concerned with the smoking, personal behaviour, 
stress, physical conditions, sports fields, healthy food, income, quality 
of residence, education, type of residence and acceptance of the other. 

http://dx.doi.org/10.4172/2161-0711.1000357
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Conservatives’ beliefs and attitudes have shown that religion has a 
greater impact on health with a rate more than the rate of other political 
views toward the same factor. On the other hand, those with moderate 
political views believed that smoking, access to health care facilities, 
healthy experience, social security, genetic factors, income, quality 
residence, education, work type and religion have an important role in 
affecting their health. 

According to the Palestinians Social Democratic, reduction of 
smoking, air pollution and unemployment were improving their health 
with a rate of 77.8%, 78.4% and 80.1%, respectively. Liberal Palestinians 
believed that organizing incentive program was the most important 
factor that improves their health. These results are underpinned 
that the health policies should be matched with social policies to 
improve the health of citizens. In this research, the researchers asked 
the participants to determine their political opinion, which raised a 
question mark about the relationship between politics and health? But 
when the answers were analyzed, the cubes were built and the picture 
was completed, and finally, the actual road map was determined. Social 
policies are saving boats for preserving the health of the public. These 
policies, which are created by the government and the private sectors, 
must be in the same line with the decision makers in the state to build 
and protect the health agenda. 

This research, besides other studies, indicates that, in addition to 
medical services, social, political and economic factors are affecting 
health to a large extent. Studies illustrate the evidence that people’s health 
behaviour (e.g., exercise, diet, smoking, etc.), psychological influences 
and their sources, and also the socioeconomic factors; (education 
level, income level, job prestige, etc.) besides, the environmental and 
political conditions in which people live, work and play are highly 
influential on health and health promotion [89-91]. In the welfare 
states, Social Democratic ensures the prerequisites of health, liberal; 
strong commitment to the economic and social security of the citizens, 
Conservative and less developed Latin welfare states emphasizes social 
security schemes that reduce the economic and social risks of salaried 
areas [92]. 

In this study, as there are differences between the political views 
of the respondents according to the factors affecting health and the 
measures to improve health, let the researchers take a look at the 
intersection points of this study with other studies. Starting from 
the family, educational institutions, social institutions, employers, 
industrialists, the government and society, 33 each factor of them can 
build political management skills through complementary work and 
research findings [93]. In addition, it is a fruitful work to recruit the 
media as a social policy to highlight the factors affecting the health 
and health promotion [94]. For those who have health problems in 
any area in the world let us give them Leonardo project butter; strong 
“partnership” between Physicians, care managers, and patients show a 
positive impact on patient health and self-management, and readiness 
to make changes in health behaviours [94].

This study illustrates the necessity for health and social policy 
makers and asks them to take into account the studies that measure 
the society’s perceptions, opinions, beliefs and attitudes so that they 
can create strategies that are appropriate to the health agenda in both 
countries. In conclusion, although the religious and cultural structure 
is similar, significant differences have been found in the beliefs and 
attitudes towards the factors that affect respondents’ health and the 
factors improving their health between the two countries whose 
ethnic and political structure is different. Finally, it is thought that the 
perception, beliefs and attitudes of the different ethnic groups under the 

same political conditions towards health determinants in Turkey and 
Palestine will be important to be present in future studies.

Limitations
The researchers acknowledge a number of limitations to this 

study. The results may not be generalizable to the general public as the 
questionnaires restricted to Ankara residents in Turkey and Nablus 
residents in Palestine. While the researchers have taken into account the 
real demographic composition of both communities and accordingly 
the samples were distributed after receiving the oral informed consent 
of the participants in the study besides the approval of the health care 
management department at the Gazi University on this study. So these 
research results should be reliable.
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